We report a patient with a jejunal leiomyosarcoma who presented with fever of unknown origin. Resection of the tumour resulted in resolution of his symptoms.
A further blood analysis three weeks later showed a severe microcytic anaemia, while the patient admitted some episodes of melaena, but no haematemesis or haematuria.
A computed tomogram ofthe abdomen showed a large (8 x 5'5 cm) mass in the right iliac fossa that seemed to be in contact with the small intestine. There was no sign of retroperitoneal lymph node enlargement, and the mass showed central necrosis.
A laparotomy was performed, with resection of a necrotic small intestinal tumour at a distance of 100 cm from the iliocaecal valve, on the antimesenteric aspect. The tumour was adherent to the urinary bladder and the sigmoid. There were no signs of liver or peritoneal cavity metastases. Postoperative progress was normal and the patient showed no recurrence of the fever or tumour in the 12 months follow up.
The macroscopic examination showed a nodular, fleshy white-gray mass with a diameter of 6 5 cm and a central cyst formation that contained brown sterile fluid. Microscopic tumour examination showed well differentiated smooth muscle cells with slightly pleomorphic, hyperchromatic nuclei and abundant eosinophilic cytoplasm (Fig 1) . The number of mitoses was 3 to 5 per 10 high power field (Fig 2) . There was invasion of the mucosa as well as the serosa with local perforation and signs of localised peritonitis. The edges of the resected small bowel fragment consisted of normal intestinal tissue. The resected lymph nodes were normal.
Discussion
A leiomyosarcoma of the jejunum presenting with bouts ofspiking fever has not been described recently in the published reports. The tumour usually presents with melaena,'-3 because of ulceration, or with abdominal cramps, signs of subacute obstruction, or volvulus. 4 Chronic diarrhoea5 or, rarely, spontaneous perforations6 also occur. In our patient central necrosis with localised peritonitis as a consequence of a small perforation probably caused the presenting symptom -fever. In the course of the diagnostic investigations, the patient showed signs of melaena and microcytic anaemia.
We found, in published reports, references to leiomyosarcomas or leiomyomas of other organs presenting with fever -surgical removal of an uterine myoma,7 a leiomyosarcoma of the lung with fever, cough, and dyspnoea8; a renal leiomyosarcoma with signs of pyelonephritis9; and a leiomyosarcoma of the spleen presenting with fever.10 In the gastrointestinal tract there were reports of a large bowel leiomyosarcoma," a stomach leiomyosarcoma'2 that caused fever and anaemia, and an oesophageal leiomyosarcoma'3 that presented with fever, cough, pyrosis, and dysphagia.
The diagnosis of small intestinal leiomyo- described as a very sensitive way of detecting leiomyosarcomas of the small bowel: the neoplasms are highly vascular which facilitates recognition. Scintigraphy with Technetium labelled red blood cells"6 is used to detect lesions in which active (even small) haemorrhage occurs. One report describes its use in lesions that were not bleeding actively: the tumour showed hypervascularity. In our case we did not perform these studies as the presenting symptom was fever and not blood loss. The only proved treatment for leiomyosarcomas of the jejunum is wide excision of the tumour with all areas of invasion. There are no conclusive reports that adjuvant radiotherapy or chemotherapy is helpful.
The five year survival after en bloc resection shows only slight variation between most series: 50%'17 48 
